A 35-year-old Japanese woman showed the typical fundus appearance of acute hypertensive retinopathy, including multiple cotton-wool spots, retinal hemorrhages, star exudates, and disc edema bilaterally. Her systemic blood pressure was high (246/158 mmHg). Nephrologists diagnosed her with secondary hypertension due to immunoglobulin A nephropathy. After 2 years, all signs of acute retinopathy resolved and only multiple striated or sectorial darkening of the fundus (retinal nerve fiber layer defects [NFLD]) remained. Computerized analysis of the macular thickness measurement by optical coherence tomography alerted the risk of glaucoma. NFLD is a hallmark of early glaucoma which is more reliable than IOP elevations since normal tension glaucoma is popular in Japan. To differentiate this case from true glaucoma, information regarding her past history is critical for her future ophthalmologists.
Introduction
The Glaucoma, the leading cause of irreversible blindness worldwide [1] , is characterized by progressive "glaucomatous" optic neuropathy and corresponding visual field loss. Thus, a diagnosis of glaucoma is established primarily based on the morphologic fundus appearance. However, several systemic disease-related ocular conditions such as diabetic retinopathy [2, 3] , interferon retinopathy [4] , and cotton-wool spots (CWS) of unknown etiology but presumably from chronic hypertension [5] form fundus lesions that resemble glaucomatous neuronal damage and can compromise the glaucoma diagnosis. We report a case with acute hypertensive retinopathy that could be misdiagnosed as true glaucoma after remission of the retinopathy.
Case Report
A 35-year-old Japanese woman noticed blurred vision 1 week before visiting our hospital. Her intraocular pressure (IOP) was normal (14 mmHg) bilaterally. The fundus appearance, including multiple CWS, retinal hemorrhages, star exudates, and disc edema (Figures 1(A) and (B)), were all typical of acute hypertensive retinopathy. Her systemic blood pressure was high (246/158 mmHg). Nephrologists diagnosed her with secondary hypertension due to immunoglobulin A nephropathy. After 2 weeks of antihypertensive therapy, her blood pressure normalized and the visual acuity returned to 1.2 bilaterally (from 0.8 right and 1.2 left). After 2 years, all signs of acute retinopathy resolved and only multiple striated or sectorial darkening of the fundus (retinal nerve fiber layer defects [NFLD]) remained (Figures 1(C) and (D) ). Computerized analysis of the macular thickness measurement by optical coherence tomography (OCT) (RS-3000, Nidek, Aichi, Japan) alerted us to the risk of glaucoma (Figures 1(E) and (F) ).
Discussion
NFLD is a hallmark of early glaucoma that is more reliable than IOP elevations since glaucoma often can develop without elevations of IOP out of the normal range (normal tension glaucoma) [6] . To differentiate this case from true glaucoma, information regarding her past history is critical for her future ophthalmologists. Patients with acute severe hypertension might be treated only for the hypertension without making a diagnosis of acute hypertensive retinopathy. Thus, not only is it critical for ophthalmologists to obtain patients' past histories but providing information regarding possible pseudo-glaucoma to patients from physicians who treat hypertension also would be beneficial to avoid misdiagnosis as in the current case. 
Conclusion
Although NFLD is a sensitive sign of early glaucoma, some retinal diseases including acute hypertensive retinopathy also form NFLD. Since glaucoma with normal IOP level is common, patient's past history is critical to avoid making a misdiagnosis of glaucoma in such cases.
